Although care within a medical home increases parental satisfaction with health care services and improves health care utilization, significant racial/ethnic and language disparities persist in health care settings. Integrated, team-based approaches can decrease health disparities. The current study examines medical records of 2,353 youth who received a behavioral health consultation in an urban, residency training pediatric primary care clinic. A three-phase, mixed-method approach was used to examine whether differences in clinician-identified presenting concerns and recommendations were present across English-, Spanish-, and Other-language-speaking families. Findings reveal disparities among language groups in presenting concerns and referral to behavioral health services. Factors in medical record documentation also differed across language groups and by provider type. Recommendations for further research, identification, and assessment of psychosocial concerns for families with limited English proficiency (LEP) and development of evidence-based approaches for families with LEP in primary care are discussed.
Racial and ethnic disparities in children's health care and outcomes exist across the health continuum, spanning prevention efforts, access to care, chronic disease management, and quality of care (Flores and The Committee on Pediatric Research, 2010) . These disparities persist into adulthood, leading to cumulatively lower quality health care, poor health outcomes, and ultimately, in increased expenditures within the health care system (Flores and The Committee on Pediatric Research, 2010) . Pediatric primary care (PPC) serves as a vital port of entry to the health care system for vulnerable children and families, providing them with continuous and comprehensive medical services (Ross DeCampo, Choi, & Davis, 2011) in the context of a medical home. Unfortunately, even when controlling for factors such as child health, socioeconomic status, and health care access, significant health, language, and racial/ethnic disparities health care persist (Coker, Rodriguez, & Flores, 2010) .
Pediatric psychologists are well suited to help primary care providers (PCPs) understand the impact of psychosocial stressors, social determinants of health, and limited access to care on physical health and wellbeing. Integrated, team-based approaches to care that combine the services and expertise of a variety of providers within a medical home can reduce racial/ethnic and language disparities (Coker et al., 2010) , particularly when pediatric psychology is integrated into PPC practice and settings (Talmi & Fazio, 2012) . The current study explores the language spoken by a family as a proxy for their cultural group in the context of an integrated behavioral health program in a PPC clinic.
Racial/Ethnic Disparities
Studies consistently identify various health and health care disparities in racially/ethnically diverse children. A meta-analysis of 111 studies published by the American Academy of Pediatrics (AAP; Flores and The Committee on Pediatric Research, 2010) indicates that racially/ethnically diverse children face widespread, pervasive disparities across multiple domains, such as health care access and utilization and quality of care. This meta-analysis also revealed a myriad of behavioral health disparities such as decreased likelihood of receiving a diagnosis, psychological evaluation, or intervention for developmental concerns.
Disparities in Limited English Proficiency Patients
Families with limited English proficiency (LEP) experience increased barriers in accessing appropriate physical and behavioral health care. Compared with children from English-speaking families, children of parents with LEP are more likely to be uninsured, have worse access to health care, receive less preventative care, and have higher unmet family behavioral health needs (Coker et al., 2010; Ross DeCampo et al., 2011; Guerrero, Rodriguez, & Flores, 2011; Stevens, Seid, Pickering, & Tsai, 2010) . Additionally, Avila and Bramlett (2013) found that language and immigration status largely drive the health disparities observed in Latino children, such as their significantly increased risk of developmental, behavioral, or social delays.
The shortage of health service professionals who can adequately provide services in a second language contributes to health disparities across access, quality, and equity (Flores, 2005) . Many patients or parents of patients with LEP require interpretation services. Yet, it is well documented that patients with LEP experience challenges with interpretation that result in poorer communication with health care providers and worse understanding of their diagnosis and treatment plan (Flores, 2005; Guerrero et al., 2011) . Consequently, children of parents with LEP are more likely to encounter barriers and have greater parental dissatisfaction with health care than children in English-speaking families (Flores, 2005) . These experiences have been linked with health disparities related to less time spent with health care providers, as well as lower provider sensitivity to family values and customs (Coker et al., 2010) .
Addressing Disparities Through Integrated Care
The AAP (1999) states that medical care for children should be accessible, continuous, comprehensive, family-centered, coordinated, compassionate, and culturally effective. The current American Psychological Association (APA) Guidelines on Multicultural Education, Training, Research, Practice, and Organization Change for Psychologists (hereon referred to as "APA Guidelines") provide a comprehensive framework for ensuring that cultural and linguistic diversity of patients are addressed in a culturally responsive manner (APA, 2003) . Taken together, these policy statements, guidelines, and practice recommendations provide a framework from which pediatric psychologists in PPC settings can promote implementation of culturally responsive care with the aim of reducing health disparities.
Pediatric psychologists working in PPC promote well-being for children and families by focusing on health promotion, disease prevention and management, and behavioral health concerns (Stancin & Perrin, 2014) . Pediatric psychologists can address disparities by incorporating an awareness of the factors that contribute to more effective health care delivery into their practice and engagement with pediatric health professionals. Integrated PPC settings enable pediatric psychologists and physical health professionals to collaborate in identifying and addressing the impact of barriers to care experienced by families with LEP.
The Current Study
This study addressed the following research questions: (1) What are the demographic and visit characteristics of families referred for behavioral health consultation across three language groups (English, Spanish, Other)? (2) How do services provided-types of behavioral health consultations, presenting concerns, and recommendations made by behavioral health clinicians (BHCs)-differ by language group? (3) What cultural factors are noted in the BHC and PCP progress notes and do the frequencies of factors discussed differ by language group? (4) What factors are associated with referral to outpatient behavioral health services?
Methods

Design
The current study used a cross-sectional, mixed method, explanatory design (Creswell & Plano Clark, 2011) . Descriptive statistics, chi-square, and post hoc analyses were conducted, followed by conventional content analysis (CCA; Hsieh & Shannon, 2005) of electronic medical records (EMR) to examine the quantitative results. Qualitative results were then transformed into quantitative categories and analyzed using logistic regression.
Participants and Setting
The residency-training pediatric primary care clinic is housed within an urban children's hospital affiliated with a large academic medical center, providing approximately 29,000 visits annually. The clinic serves a low-income, diverse population with approximately 90% Medicaid or State Children's Health Insurance Program and a 56% Latino and 40% Spanish-speaking-only population. Families are offered in-person interpreters when possible, but providers primarily use phone interpretation services. Families served in this clinic have access to seamless and comprehensive care that spans physical and behavioral health in the context of a medical home.
Project CLIMB (Consultation Liaison in Mental Health and Behavior; Talmi, Stafford, & Buchholz, 2009 ) provides integrated behavioral health services to children and families. The BHCs (psychologists, child psychiatrists, a licensed professional counselor, and psychology and psychiatry trainees) provide direct consultation, screening, and treatment in addition to triaging, referring, and coordinating behavioral health care with community resources, agencies, schools, and other referral entities as clinically indicated. The team works diligently to increase PCPs' capacity to treat children and families with complex needs in the context of PPC through educational offerings, training, case collaboration, and precepting (Bunik, Stafford, Rosenberg, & Talmi, 2008 Augustyn, & Barth, 2004) were excluded from the study, as only English-speaking families were recruited to Healthy Steps during the data collection period. Patient and family language was abstracted from the primary language data in the EMR (based on parent report during patient registration of the family's primary language) and patients were assigned to one of three language groups (English: n ¼ 1,814; Spanish: n ¼ 444; Other language: n ¼ 95). See Table I for demographic information from this sample.
A subsample of patients (N ¼ 210; female ¼ 48%) was selected for phase II, medical record abstraction and content analysis, using stratified random sampling in SPSS version 22. Seventy participants were selected from each of the three language groups. The CCA of these participants' charts was conducted in the qualitative software program, Atlas.ti version 6.
Measures
Medical record abstraction of patient encounters yielded visit data and demographics (i.e., age of child, race and ethnicity, primary language spoken, and medical information including medical diagnoses). Additionally, BHC-completed behavioral health visit flowsheets were used to collect psychosocial data and to categorize clinical consultation information. For this study, only data from the "initial encounter"-defined as the first documented behavioral health consultation and corresponding medical visit for each patient-were analyzed. BHC flowsheet data yielded three outcome variables: consultation type, presenting problems, and recommendations. Consistent with CCA methodology, we used an empirically grounded approach to develop the codes used in the qualitative chart review. Specifically, empirically supported constructs were drawn from literature regarding health literacy across cultures, resilience, and health disparities (e.g., Coker et al., 2010; Ungar, 2008) . Additionally, interviews with key informants (i.e., medical providers, allied health professionals, families) helped to refine and solidify the operational definitions of the theory-based codes.
Procedure
Phase I Phase I of the study used descriptive statistics to characterize the initial encounters and sample demographics and chi-square analyses to examine mean differences for outcome variables across language groups. Pairwise chi-square analyses were conducted for significant chi-square results to determine which language group had higher reports of the associated consult type, presenting concern, or recommendation. For cells with a frequency count less than five in either of these analyses, Fisher's Exact two-tailed significance levels were used.
Phase II Phase II of the study followed procedural steps outlined for CCA (e.g., Hsieh & Shannon, 2005) . To develop the qualitative coding system, purposive sampling identified 30 records, 10 from each language group, that exemplified differences across language groups in visit characteristics (i.e., "Consult Types," "Presenting Concerns," and "Recommendations") consistent with the Phase I findings. Two coders, a project coordinator and a psychology postdoctoral fellow (who also provided integrated behavioral health services in English and Spanish), developed the qualitative codes. Coders underwent formal qualitative training and had several years of qualitative research analysis experience. The data were read as a whole, using the words within EMR text to capture key concepts of the medical visit and behavioral health consultation. Codes were developed and revised or expanded in an iterative fashion (Hsieh & Shannon, 2005) . The following codes were used in the final analysis: "diversity," "family," "psychosocial," "issues with language," "interpretation offered," "educational issues," "behavioral health and development," "strengths," "problem solving," and "recommendations made." Codes, definitions, and examples can be found in Table II . In addition, each initial encounter was also coded with the presenting problem, level of detail of the PCP note (high or low), who initiated the CLIMB consultation (PCP or family), the reason for the CLIMB consultation, length of CLIMB consultation, and when applicable, "lack of external services" (i.e., if the note explicitly said that a service was unavailable or unknown), and "instrumentation issues" (i.e., difficulty completing screening tools owing to language). Differences in coding were resolved by identifying the underlying meanings of categories and themes, linking them to quotations in the initial encounter documentation, and discussing underlying elements until agreement was reached regarding appropriate categorization and themes. Using the 30 initial encounters, coding checks with two independent coders resulted in 90% agreement. After codes were developed, CCA was performed on the remaining sample of 180 initial encounters to assess the impact of a number of cultural factors on the likelihood that patients would be referred to outside behavioral health services. The original two coders and a third coder (who was trained by the first author) coded the remaining 180 records. Twenty percent of the records were randomly selected and double coded, achieving 90% agreement between coders. Cultural factors were coded as continuous variables to obtain the frequency that each variable occurred within an encounter.
Phase III Binary logistic regression was used to examine the relationship between the frequency with which cultural factors were documented in the EMR and the frequency of referrals that were generated for outpatient behavioral health services. Analyses further explored this relationship across language groups to examine health disparities in this sample.
Results
Descriptive Statistics
Within our total sample (N ¼ 2,353), the majority of participants' primary language was English (77%), followed by primarily Spanish (19%), with only 4% grouped into an "Other language" category (See Table I ). There were no significant gender differences across language groups. However, age differed between language groups, with Other-language patients (M ¼ 1.85) being younger on average than English-(M ¼ 4.70) or Spanish-language patients (M ¼ 4.75). Consequently, age was used as a covariate in analyses (the sample was stratified into two groups, birth to 6 years old and ! 6 years, demarcated by the universal screening procedures used in the clinic).
Phase I: Flowsheet Results
Birth to 6-Year-Old Sample There were no significant gender or age differences across language groups (male ¼ 55%; mean age ¼ 1.72 years; SD ¼ 1.88). Pearson chi-square analyses for the entire stratified sample and subsequent pairwise chisquare analyses were conducted to explore the relationships between language groups and behavioral health consultation characteristics (see Table III ). For "Consultation Type," English-speaking families were significantly more likely to receive behavioral health consultations than Spanish-and Other-language families (X 2 (2, N ¼ 1,506) ¼ 20.87, p < .001). No significant differences were found for developmental, pregnancy-related depression, or psychotropic medication consultations. One "Presenting Concern" identified by BHCs, family circumstances, differed significantly by language group with more frequent identification in English-speaking families than in Spanish-speaking or Other-language families (X 2 (2, N ¼ 1,506) ¼ 15.92, p < .001). No significant differences were found for typical developmental concerns, behavior problems, or psychosocial issues. Only one "Recommendation," referrals to formal outpatient behavioral health services, was given significantly more frequently to English-speaking families than to Spanish-speaking families (X 2 (2, N ¼ 1,506) ¼ 7.90, p ¼ .02). No significant differences were found for the following recommendation types: follow up with CLIMB BHC, behavior/developmental strategies provided, or behavior/developmental strategies discussed.
Six Years and Older Sample
There were no significant age differences across language groups (m ¼ 9.71 years; SD ¼ 2.62). However, gender differences between language groups emerged, with more male Other-language patients (71%) than English-(56%), or Spanish-language patients (54%). Pearson chi-square for the entire stratified sample and subsequent pairwise chi-square analyses (Research Question 2; see Table III ) indicated several significant differences across language groups. Within "Consultation Type," we found that Spanish-speaking families were significantly more likely to receive behavioral health consultations than English-speaking families (X 2 (2, N ¼ 847) ¼ 6.48, p ¼ .04). English-speaking families received significantly more psychotropic medication consultations than Spanish-speaking families (X 2 (2, N ¼ 847) ¼ 11.94, p ¼ .003). BHCs identified the "Presenting Concerns" of psychosocial issues in Other-language families significantly more than in English-speaking families (X 2 (2, N ¼ 847) ¼ 6.29, p ¼ .04). No significant differences were found for typical developmental concerns, behavior problems, or family circumstances. Only the "Recommendation" of developmental/behavioral strategies discussed occurred significantly more with Spanish-speaking families than in English-speaking families (X 2 (2, N ¼ 847) ¼ 7.48, p ¼ .02). No significant differences were found for the recommendations follow-up with CLIMB BHC, referral to behavioral health services, or behavior/developmental strategies provided.
Phase II: Content Analysis Documentation Differences Between BHCs and PCPs
Results from the CCA indicated that BHCs discussed the following cultural factors with families of all language groups significantly more than PCPs: "diversity," "family," "psychosocial issues," "strengths," "issues with language," "interpretation," and "patient and family problem solving." In visits where PCPs discussed cultural factors with the family, the BHC typically detailed family circumstances more thoroughly than the PCP. For example, in one patient's chart, the PCP noted that "family relationships" were a stressor, whereas the BHC noted specific details of family stressors including the mother's unemployment, eviction, home burglary, father's incarceration, and family relationship disruptions.
Documentation Differences Between Language Groups
The content analysis revealed that on the whole, health professionals tended to discuss fewer topics with Other-language families as compared with English-and Spanish-speaking families. Both PCPs and BHCs discussed the following factors more frequently with English-speaking families than with Spanish-speaking or Other-language families: "patient/family problem solving," "strengths," "behavioral health and development," "educational issues," and "psychosocial issues." The only exceptions include "family" being coded more for Spanish-speaking families; and "diversity," "interpretation offered," and "issues with language" coded more for Otherlanguage families (see Figure 1) .
Despite the availability of interpreters in this clinic and that interpretation was offered more frequently to the Other-language group than the other groups, qualitative analysis indicates that there were more "issues with language" in the Other-language group and that BHCs sometimes did not have sufficient understanding of what children of Other-language families were trying to communicate (e.g., "patient made appropriate eye contact with the clinician, but did not speak to her, as he communicates primarily in Mandarin"; "MOC reports he does understand English at a developmentally appropriate level but is unable to speak it"). In addition, parents in Other-language speaking families often had difficulty understanding or following through with recommendations (e.g., "MOC had not been able to communicate to the school that testing was requested"; "MOC struggled to understand this idea"; "MOC was unable to describe the frequency with which this behavior occurs").
Documentation Differences Regarding Interpretation Services
Because interpretation services typically increase visit duration, we explored the length of BHC visits by coding the amount of "time spent" as recorded in the BHC progress note. Despite 60% of Other-language families requiring an interpreter, BHCs spent less time (M ¼ 25 min) with Other-language families, as compared with English-(M ¼ 32 min) and Spanish-speaking families (M ¼ 32 min; t(2) ¼ 12.71, p ¼ .006). In addition, BHCs and PCPs tended to provide referrals for outpatient behavioral health for English-and Spanish-speaking families more than Other-language families. Use of interpretation services for Spanish-and Otherlanguage families was documented by the BHC in their notes and indicated that 51% of Spanish-language visits used a Spanish interpreter and 60% of the Other-language visits used an Other-language interpreter. Similarly, BHC flowsheet data (only available beginning September 2012 when the variable was added) indicates that interpretation services were used for 56% of Spanish-language families and for 58% of Other-language families. Additionally, informal interpreters-often family or community members-were sometimes used during visits (albeit the frequency of this use was not available in the EMR). For example, one patient's father completed a pregnancy-related depression screening for the mother, who was unable to complete the English version that was provided to her.
Phase III: Logistic Regression
Given the Phase I and II indications that group differences existed in providing a recommendation to outpatient behavioral health services, a binary logistic regression analysis was conducted to determine the best predictors of patient referral to behavioral health services among the cultural factors identified in the content analysis (Table IV) . Predictors were selected based on prior literature (e.g., Coker et al., 2010) . The analyses used the full sample from Phase I with age as a covariate based on differences detailed above. The full model was statistically significant, indicating that it distinguished between patients who received behavioral health referrals and those who did not (p < .001). The model explained between 45.2% (Cox and Snell R square) and 63.0% (Nagelkerke R square) of the variance in mental health referrals and correctly classified 87.1% of cases. Age, BHC-identified psychosocial issues, PCP-identified cultural factors, and PCP-identified family factors significantly predicted referral to outside behavioral health services. Outside behavioral health referrals were more likely to be recommended (1) with each year increase in age, (2) if the BHC discussed psychosocial issues during the visit, and (3) if PCPs discussed family issues during the visit.
Discussion
The present study used a cross-sectional, mixed method, explanatory design (Creswell & Plano Clark, Figure 1 . Frequency of phase II content analysis topics discussed in the initial encounter, separated by provider type and language group. 2011) to examine how integrated behavioral health services offered in PPC differed by primary family language. Findings from this study are consistent with existing research on health disparities (Flores and The Committee on Pediatric Research, 2010) that document differences in characteristics of behavioral health consultations for families with LEP. Our research questions first explored differences in demographics, behavioral health consultation types, BHC-identified presenting concerns, and BHC-identified recommendations based on family language. We found that only 19% of the behavioral health consultations were with Spanish-speaking families, which is markedly lower than the 40% Spanish-speaking population of the clinic. Further, patients of Other-language families referred for BHC consultations were younger, on average, than English-and Spanish-speaking patients. Accounting for age differences by stratifying the sample, there were no significant differences in types of consultations regardless of language spoken. The clinic's universal screening processes for developmental (birth to 5 years old) and pregnancy-related depression screening (birth to 4 months old) include BHC consultations in cases of elevated screening results. However, even with universal screening processes in place, LEP families may be less likely to receive referrals for formal behavioral health services because of poor access to such services in the community, interpretation and comprehension of instruments, and cultural relevance of the constructs being assessed.
In the younger sample, and consistent with the full sample, English-speaking families were identified more frequently for behavioral health consultations than Spanish-speaking and Other-language families. Notably, only 55% of visits had documented use of interpreters, and BHCs spent less time in consultation with Other-language families. Taken together, these findings suggest that without adequate access to interpretation services, BHCs may be less able to provide culturally responsive care that appropriately elicits behavioral health concerns and environmental circumstances during early childhood visits with families with LEP.
Additionally, in the younger age-group, BHCs more frequently identified family circumstances in the presenting problems of English-speaking families than in families with LEP. These differences may be more pronounced in the younger sample because as children get older and have increased English language capacity, they are relied on more frequently to report on concerns, which may increase identification rates of family circumstances regardless of family language.
As revealed in the content analysis, "diversity" was noted by BHCs and PCPs more for Other-language families than for English-and Spanish-speaking families. Typically, providers included only brief statements about cultural factors (e.g., country of origin). Additionally, when compared with notes from English-speaking families, encounters of families with LEP yielded little documentation of behavioral health, psychosocial, and educational issues or documentation of family strengths and problem solving strategies.
Therefore, while health professionals acknowledge potential sources of family stressors, inadequate BHC and PCP exploration and integration of language and cultural factors for families with LEP may result in missed opportunities to identify family strengths and behavioral health needs or to provide services and recommendations.
External to this clinic, there are fewer reliable community-based services available for Other-language families. Language barriers and limited access to community services for Other-language families often resulted in difficulties accessing referrals and resources for basic needs referrals, as well as challenges navigating complex systems of care. Despite these challenges, there were no differences by language group in referral to outpatient behavioral health services in the older sample-indicating that access to these services may be a strength for this community. However, the disparities observed in referrals of Other-language families to nonbehavioral health resources may reflect the BHC's recognition of structural barriers to accessing language-concordant resources, cultural differences in help seeking patterns, or biases that families will not follow through on referrals and/or that they will not receive culturally/linguistically sensitive services.
Strengths and Limitations
Strengths of this study include its mixed methods approach and the focus on the intersection of culture and language. This approach allows both the generalization of findings and a granular understanding of specific factors contributing to health disparities. The type of data available for analysis limits the findings from this study. Given that the sample size for Otherlanguage group was small and that Other-language patients in the older sample were disproportionately male, the findings with this group should be interpreted with caution. Furthermore, only information that was captured within the EMR could be analyzed. The richness of information obtained through medical record abstraction depends on the quality of provider documentation, which varies based on individual provider practices. Additionally, given their focus on psychosocial issues within visits, BHCs tend to address and document cultural and contextual factors. While this study addresses factors associated with disparities in health care delivery, the long-term health outcomes of these visits are beyond its scope. Finally, although the families were categorized by their primary language as identified in the EMR, reliable data regarding the actual language spoken during the visit was limited and information specifying whether interpretation services were offered or used is inconsistently documented. Similarly, it was not possible to capture nuances in language, such as bilingualism or families with monolingual parents and bilingual children. Such complexities limit our ability to document provider compliance with policies regarding interpretation use and to examine the data using language concordance as a variable. 
Recommendations and Next Steps
Universal Screening
In the younger age-group, language group did not differ for developmental or pregnancy-related depression consultations, suggesting that universal screening efforts may help identify psychosocial concerns in families with LEP to a similar degree as in Englishspeaking families. Beyond screening for developmental and pregnancy-related mood concerns, screening initiatives around psychosocial screening and environmental risk factors have been found to significantly increase identification and referrals to community agencies for basic needs (Garg et al., 2007) . These findings underscore recommendations in the assessment domain of the APA Guidelines (2003), which emphasize ensuring that screening tools are available in multiple written languages as well as offering interpretation services for completing the tools. Pediatric psychologists integrated into PPC can help ensure the implementation of universal, culturally relevant screening processes.
Enhancing Training and Culturally Informed Models of Care
Pediatric psychologists and other BHCs contribute to education and training efforts by providing formal teaching, precepting, and supervising case-based learning, and developing and implementing culturally responsive health care practices for children and families. For example, it is recommended that providers document the use of interpretation services including whether families decline such services. Providers can use the reason for declining as a mechanism for engaging in discussion with families about the importance of interpretation service utilization. Furthermore, pediatric psychologists can work to educate PCP colleagues on a wellness model that emphasizes families' strengths and resources, considering that "pathological" behaviors may be adaptive responses to oppressive circumstances that are disproportionately experienced by families with LEP. This approach contributes to enhanced identification and assessment of psychosocial concerns and the development of evidence-based approaches to treating families with LEP in PPC. For example, Margolis and colleagues (2015) present an innovative approach to culturally sensitive health care in the form of groupbased well-child care for Spanish-speaking, Latina/o caregivers and their babies during their first year of life. Groups occur in conjunction with well-baby checks to support families within a culturally congruent peer group while weaving Latino cultural constructs into pediatric anticipatory guidance.
Creating a Culture of Health and Equitable Access to High-Quality Health Care Integrated BHCs serve families from diverse backgrounds in PPC settings. These BHCs add value to patient care above and beyond meeting patients' behavioral health needs through their communication and contextually, culturally competent approach to health care (Talmi & Fazio, 2012) . Pediatric psychologists are also tasked with evaluating the models of care to ensure equitable access to high-quality health care across diverse populations. In PPC settings, where universal access is an underlying premise, understanding the impact of socio-diversity factors on the health and well-being of children and families and on health care utilization is essential in developing systems of care that meet the comprehensive needs of an increasingly diverse populace. It is incumbent on pediatric psychologists working in primary care settings to collaborate with our pediatric health professional colleagues to improve systems of care by cultivating relationships with community resources and supports, advocating for increased access to services and better care coordination and navigation, promoting health literacy, engaging in research that privileges families' voices, and expanding the capacity of health professionals to provide culturally responsive health care through training.
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